Clinical history A 57 year old female presented with a one year history of low back pain and left sided sciatica. Her general health was unremarkable. Plain radiographs ofthe lumbar spine were abnormal (fig 1) . These films revealed a spondylolisthesis at the L4/5 level. There was no evidence of an underlying spondylolysis and the degenerative L4/5 facet joints predisposed to the forward listhesis.
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The patient was given a lumbar support and a course of physiotherapy. Although the symptoms improved transiently, they gradually became worse, obliging her to give up her work as a secretary, because of constant back pain. She was referred for an MRI scan ofthe lumbar spine for further assessment.
Radiological findings Magnetic resonance imaging (MRI) of the lumbar spine was performed (Siemens 1 Tesla Impact) using sagittal and axial Ti and T2 weighted sequences. This revealed a soft tissue mass 1 cm in diameter on the medial aspect of the left L4/5 facet joint causing expansion of the lateral recess of L5 (fig 2A) . The Since the advent of CT and MRI, the increasing number of reports indicates that they are not as rare as originally considered and reflects the improved diagnostic accuracy of diagnostic imaging. The case described above is typical in that the majority of these cysts (approximately 60-75%) occur figure 4 shows an example of this (not from the present patient). A similar appearance, however, may also be seen in hypertrophic facet joint degeneration. These changes differ from the anterior or anterolateral indentation caused by a disc herniation.8 The.appearances are non-specific and would be consistent with any extradural spinal space occupying lesion at that site.
On CT, fortunately, the majority of these synovial cysts exhibit an attenuation value (greater than that of cerebrospinal fluid (CSF), but less than that of disc material) and are easily identified. The associated facet joint almost always shows degenerative changes. Increased attenuation may be seen if there has been haemorrhage into the cyst, or in the chronic stage when peripheral or internal calcification occurs.9 10 The rim of the cyst wall maybe of high density attributable to either calcium deposition (fig 5C) or haemosiderin. Approximately 50% of the patients documented in the literature who had undergone CT examination had either a high density cyst wall The diagnosis on MRI is based on location, morphology, and signal (MR) characteristics. As demonstrated by CT, these lesions are rounded, well circumscribed epidural masses related to the anteromedial aspect of the degenerate facet joint (fig 2B) .3 " The MR signal characteristics of the intraspinal synovial cyst are variable and depend on the fluid composition and the MR sequences used.
The MR signal characteristics of the cyst contents reflect its composition. Three basic patterns can be identified. In the first type, the non-haemorrhagic cyst, the signal intensity on the Ti weighted spin-echo image is iso-intense with that of theca (fig 2A) . The signal intensity on the T2 weighted images may be slightly hyperintense with respect to CSF (fig 2B, C) because of increased protein content. In addition, the motion in CSF will provide a lower signal intensity than the static fluid in the synovial cyst. 3 The second pattern occurs when contents of the cyst are of low signal intensity on both the TI and T2 weighted images (fig 5A,B) . This may be caused by either air or calcification in the cyst. Differentiating this from a large osteophyte on MRI alone may prove difficult.3 CT is useful in this situation, as illustrated in figure 5C . The differential diagnosis of lumbar intraspinal synovial cyst includes conjoint nerve roots, a large herniated disc with free fragments, other intraspinal cysts, and cystic neurofibromata. These can be usually differentiated by the lateral location, associated degenerative changes, and the signal characteristics. Although bone erosion is a typical feature of neurofibromata, it may be present in any chronic process within the spinal canal with the propensity to enlarge. This includes chronic disc herniation,14 15 and synovial cysts'0 as in this patient (figs 2A,3A) .
MANAGEMENT
The correct diagnosis is important so that appropriate management can be determined.'0 Symptomatic relief may be achieved by facet joint injection of local anaesthetic and steroid alone.'6 The effect of this is variable. If surgery is required, a wider exposure than that for the typical discectomy is required to identify the adherent dura mater above and below the cyst in order to avoid surgical disruption of the dura.'7 During laminectomy the cyst may collapse and the surgeon may not identify it. This may be a reason why synovial cysts were diagnosed infrequently before the availability of CT, as it is a non-specific diagnosis on myelography.
Summary
Intraspinal synovial cysts are an uncommon but well recognised cause of backache and sciatica, and should be considered in patients, in particular with degenerative spondylolisthesis, who are symptomatic. MRI is the initial investigation of choice. If there is any doubt as to the diagnosis, CT with or without facet joint arthrography is helpful.
